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EDITORIAL

Now that 2014 is over, I thought this would be a 

great time for all of us to reflect on our workplace 

personality and personal beliefs about our profession 

to ensure we are not doing anything that has the 

potential to sabotage our careers. Although the 

South African unemployment rate has dropped to 

24.3%,1 there are still many qualified oral hygienists 

who would love to have your job. So, if clinical 

hygiene is where you want to be, let’s make sure 

you keep your job. If a change is what you crave, 

then read on to see if you are on the right track.

BEING DEFENSIVE OR IN DENIAL

Everyone makes mistakes on the job; in fact, it is 

expected and usually accepted. How you respond 

to these mistakes defines your character. The way I 

see it, failure is in our favour: we have the opportunity 

to learn from our mistakes, to build character and 

improve our skills. Because of my shortcomings, 

someone more experienced was able to step in 

and help me out. What’s not to love about that?

It becomes a serious problem, though, if you’re 

always justifying or denying your slip-ups. You 

will earn more respect by showing that you are 

accountable for your actions and that you are not 

too proud to admit any shortcomings.

SOCIAL MEDIA AND SMARTPHONE ADDICTION 

Today, many people grab their phones to check 

in with their social media updates automatically. 

Grabbing your phone to check the time can turn 

into a 20-minute Facebook session.

Social media absolutely has its place for 

professionals, and indeed I recommend staying 

connected to various media sites as part of your 

career development. But with that said, there is a 

time and place for everything. Surfing the Internet, 

texting, and browsing social newsfeeds can be big 

time-wasters at work. Don’t risk your employer 

or co-workers thinking for a minute that you are 

unproductive during schedule lulls or that you are 

disinterested about what else might be going on 

in the practice.

If you find that you are frequently having the time 

to ‘play on your phone’ at work, then take a look 

at why. Are you too comfortable in your position 

and see no need to do more? Are you avoiding 

helping out the assistants or other oral hygienists in 

the practice? Do you feel that when your schedule 

isn’t filled with patients, it is permissible to have 

‘me’ time? These are questions that can shed 

light on a possibly bigger issue at hand – like job 

dissatisfaction – and if that is the case, I recommend 

instigating a change.

SAYING NO TO BIG (BUT SCARY) OPPORTUNITIES 

One of my favourite questions I come across on 

career blogs is, “What would you do if you weren’t 

afraid?” The unfamiliar, the unknown, and the 

uncertain are all very scary. But do not forget; they 

are also potentially very rewarding. If you allow 

your self-doubt to get the better of you, your career 

development will surely suffer. Like any position, it 

requires continued learning.

The next time something comes along for you, think 

it through, express your position and willingness to 

learn and give it all you have, and then do it. If you 

do not bite at the next big opportunity, someone 

else will. Remember, high risk carries high reward.

STAYING TOO LONG AT ONE OFFICE

I know of oral hygienists who are not happy working 

where they are, yet they are not trying to change 

anything. If you are not happy and do not see the 

chance of things improving where you work, then 

why not move on? If you think that biting your tongue 

and going through the motions will eventually ‘pay 

off’ when you get that raise or the practice finally 

starts producing more – well, you could be right, 

but you could also be completely burned out, 

resentful, and unmotivated by then.

Kathy Caprino of Forbes Magazine bluntly asks 

her readers, “Can you please just accept that if 

you want something different in your life, there is 

no better time than now to bring that into being, 

despite how ‘ready’ you feel?”2

My friends in this position are so deserving of a 

work environment that is rewarding and progressive, 

but the decision is theirs to make. Settling for a job 

that does not make you happy anymore can be 

toxic. When you settle and begin simply working 

for that salary, it leaves little motivation for you to 

improve or update your skills. This puts you at risk 

of becoming an oral hygiene dinosaur. You are 

better than this!

NOT HAVING A PLAN 

It is acceptable to be in a position you do not love 

right now; it is even acceptable to feel that you 

are unsure about what the future holds for you. 

My belief is, as long as you develop career plans 

for where you want to be, you will achieve your 

goals. Career planning helps define purpose and 

passion and leads to personal fulfilment. Waiting 

and wishing for your big break is poor planning. 

So where do you want to go from here? Are you 

on the path you want to be travelling? It is not too 

late to change direction. ●

REFERENCES
1. Unemployment rate for South Africa: http://www.

tradingeconomics.com/south-africa/unemployment-rate

2. http://www.forbes.com/sites/kathycaprino/2012/12/28/

the-8-most-damaging-excuses-people-make-for-their-

unhappiness/

DAMAGE YOUR CAREER
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Natasha Swart
Managing editor
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Dear OHASA Members and Colleagues

Welcome to 2015 – I wish you all a prosperous 

New Year.

Thank you to the 2012–2014 Executive Committee 

for their dedication and commitment to their 

portfolios. We bid Marie Ferreira farewell and thank 

her for her dedication to OHASA. She has devoted 

many hours over the past years to our Association. 

When I started my first term of office I recall 

writing my first newsletter asking everyone to 

make our vision and mission a simple one of Batho 

Pele – ‘putting people first’. Part of my vision was to 

ensure that all oral hygienists who are registered 

with the Health Professions Council become 

members of OHASA. We are not quite there yet, 

but the Association has grown substantially during 

the past three years. If we stand together we will 

be heard as one voice, as confirmed by the fact 

that we now have Independent Practice. 

New Branch Committees were elected for the 

2015–2017 term and the website was updated 

accordingly. Congratulations ladies, I trust that you 

will have a very rewarding term.

New Executive Committee members have 

been elected as well, and I would like to welcome 

Mart-Marié Potgieter and Suné Herman to the 

Executive Committee for the 2015–2017 term of 

office. The website will be updated in due course.

SADA 2015 ‘Health Honour Hope’ is taking place 

from the 27th–29th March 2015 in the beautiful city of 

Durban. There will be no oral hygiene programme, 

but all oral healthcare practitioners are invited to 

register and attend the congress. Please register 

online at www.sada.co.za. Branch events will take 

place throughout the year and the dates have been 

uploaded to the OHASA website, www.ohasa.co.za 

in the News section under the Events tab. Please 

contact your Branch Chair if you have any queries. 

Newsletters will be sent via e-mail from myself or 

the branches, or via the website.

OHASAJ tests will be available until the end of 

February 2015, thereafter each journal test will 

be valid for a year. The postal strikes during 2014 

resulted in journals only being received during 

December 2014 and January 2015, if you ‘like’ the 

Medical Practice Consulting Facebook page you 

will receive notification when the journal has been 

uploaded to the website. Printed journals will be 

continued, as many of the practitioners feel the need 

for a hard copy that can be read at the practice.

There has been no increase in OHASA membership 

fees, and annual fees are due at the end of February 

2015. Please remember to pay fees into the national 

account and not the branch account. 2014 members 

will be deactivated at the end of February 2015 if 

fees have not been received and will be reactivated 

on receipt of payment. 

HPCSA fees have increased by 7% and are due by 

31 March 2015. Please ensure that your payment is 

made timeously into the HPCSA account. Practitioners 

who wish to take voluntary erasure should do so 

well in advance and have their acknowledgements 

from the HPCSA before 31 March 2015. Remember 

to safeguard the documents and correspondence. 

The HPCSA has sent the first batch of CPD audits 

and the ‘Submit to HPCSA’ button on the website 

has been very convenient. The HPCSA has indicated 

that they will be moving over to audits being sent 

via e-mail as a result of the 2014 postal strikes. 

Ensure that they have your correct e-mail addresses 

and details.

Independent Practitioners need to have Dental 

Protection Insurance, subscription to DPL can be 

done via SADA.

I would like to thank all the staff at Kashan 

Advertising for their hard work during 2014 with 

our Journal, we have had nothing but praise from 

all the readers. 

On behalf of OHASA I wish to thank all our 

Dental Traders for their continuous support and 

generous sponsorship and for their commitment 

and dedication to our Association.

God Bless 

Stella ●

“Treat the earth and all that dwell therein with respect

Show great respect for your fellow beings

Work together for the benefit of all mankind

Give assistance and kindness wherever needed

Do what you know to be right

Look after the wellbeing of mind and body

Be truthful and honest at all times

Take full responsibility for your actions”

– American Indian words of wisdom
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GUEST EDITORIAL

Dr Angela Gilhespie, BSc, BDS, Dentist, Author of The ABC’s of children’s teeth, e-mail: info@teethforlife.co.za

PREVENTATIVE DENTAL 
HEALTH MESSAGE

COMMUNICATING THE 

Dr Angela Gilhespie

FIGURE 1: Model for preventative care

“Tell me – I will forget

Show me – I may remember,

Involve me – I will understand”

Confucius

DO WE REALLY CARE ABOUT CARIES?

This was the question posed by Stephen Hancocks, 

Editor of the BDJ in a recent editorial.1 This followed 

the 2012 release of an epidemiological study of 

five-year olds in the UK.2 Hancocks points out that if 

one-third of five-year olds have active decay, clearly 

the dental profession is only paying lip-service to 

the tenet ‘prevention is better than cure’! Initiatives 

such as ACFF are admirable, especially as one of 

its goals is to achieve this for every child by 2026; 

but is it achievable? I believe it could be, but clearly 

we need to think ‘out of the box’.

RIGHT FROM THE START!

There is a window of opportunity to communicate 

the preventative dental message and that is during 

a mother’s pregnancy. This is a time she wants 

the very best for her unborn child, she’s ‘hungry’ 

for knowledge and she seeks trusted advice. The 

responsibility for empowering parents in dental 

prevention must move to where it should always 

have been: the healthcare professionals in the 

perinatal arena. 

Childbirth educators and ante- and post-natal 

sisters are the medical professionals most trusted by 

moms for guidance. Oral hygienists, by connecting 

with them, could provide the synergistic relationship 

we need to make dental prevention a reality. 

Pregnant moms must be urged to seek a dentist 

or hygienist, especially if they are not regular 

attendees. The link between periodontal disease 

and the increased risk for pre-term births and 

low birth-weight babies3 provides the motivation. 

Active dental caries must be treated to prevent 

the transmission of these pathogenic bacteria to 

the baby after birth.

Studies have shown that oral health promotion 

programmes, initiated during the mother’s pregnancy 

and the child’s first year, are successful in reducing 

early childhood caries (ECC). One study4 achieved 

this through repeated rounds of written anticipatory 

advice. Just think what could be achieved if this 

could be combined with verbal contact and hands-on 

demonstration. Add to this dental products which 

target the pathogenic bacteria which cause ECC and, 

finally, refer the child for a first dental check-up by 

one year of age. The hygienist needs to be trained 

in caries risk assessment (CRA) and the diagnosis 

and treatment of early carious lesions. Early fissure 

protection with glass ionomers is essential. In these 

ways, ECC can be eliminated.

CUTTING THROUGH THE MYTHS

The tragedy is that most parents are totally ignorant 

of the causes of tooth decay and how to prevent it. 

The dental profession has been seriously inadequate 

in informing them. Most parents I see think it is all 

about sweets and prevented by brushing! Add to 

this a low-priority attitude to dental health which is 

why most parents wait until dental disease becomes 

end-stage. They wait for the toothache or a visible 

cavity before they seek dental care.

The need for dental professionals to ‘spread the 

word’ of prevention cannot be over emphasised. 

One has to create speaking opportunities in schools, 

clinics, crèches, churches, baby expos, parenting 

seminars, wellness centres, corporate wellness 

days, special-needs schools, etc., etc. When I first 

spoke at a hospital maternity recruitment seminar 
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GUEST EDITORIAL

with gynaecologists, GPs, paediatricians and nurses, 

no one could understand why a dentist’s input could 

be remotely relevant. After I explained about the 

importance of vitamin D in pregnancy for proper 

tooth development; the mother-to-child transmission 

of mouth bacteria;6 the pre-dentate colonisation by 

pathogenic bacteria;7 8 oral cleaning for the baby 

from day 1;9 teething myths;10 feeding practices 

and ECC, etc., the organiser’s comment was: ‘in 

future we must always invite a dentist to speak’!

TEACHABLE MOMENTS

Of course there is the opportunity to educate your 

child patients and parents in the practice. I didn’t 

have a problem educating the children, but the 

parents were a different story! I learnt early on 

that most parents were ‘help resisters’: don’t tell 

them what to do. My intra-oral camera was the 

best educational tool I wished I’d had from the 

beginning. I didn’t need to speak: I just moved the 

camera over the child’s teeth. When the parent saw 

the acid attack, they wanted to know the cause. 

Rather than insist they only gave their child water 

and leafy green vegetables, they were the ones 

to panic! This was their ‘light bulb’ moment which 

caused them to change.

A HOLISTIC APPROACH

As dental professionals we tend to focus on the 

teeth. Yet dental caries is just the ‘tip of the iceberg’ 

to a bigger crisis of chronic metabolic disease. The 

epidemic of childhood obesity has certainly brought 

sugar under the spotlight (See link to Dr Robert 

Lustig on my website: http://www.teethforlife.co.za/

information_links/information_links.htm). 

These recent anti-sugar campaigns are certainly 

gaining momentum and we must ally ourselves 

with them. We need to become more political as 

a profession. Sugar has been described as the 

‘new tobacco’11 because of its addictive nature 

and because its excessive consumption is harming 

children’s health. Anyone as old as me, who saw 

how ubiquitous cigarette smoking was in the 

past, finds it unbelievable to see the ban on it 

today. It gives me hope that a similar fate could 

befall sugar. Just as we simply cannot afford the 

financial costs of a restorative approach to dental 

disease, the economic burden of treating metabolic 

disease is crippling health systems around the 

world. Clearly the preventative message is more 

urgent than ever. ●

‘The ability to think differently today than 

yesterday is what separates the stubborn 

from the wise’

 John Steinbeck
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N Mohamed and S Naidoo. SADJ July 2014, Vol. 69, No. 6, p. 250–256

CHILD ABUSE AND THE ROLE 
OF THE DENTAL TEAM
IN SOUTH AFRICA

A REVIEW OF

INTRODUCTION 

Child abuse is a worldwide problem and South 

Africa is not immune. In Cape Town, violence against 

children has increased in the last ten years.2 Children 

are powerless and cannot protect themselves, and 

the onus is therefore on adults, caregivers, teachers, 

health care workers (including dental personnel) 

and other persons in positions of trust to speak 

out on their behalf. Just what constitutes abuse is 

a controversial issue, dictated largely by culture 

and upbringing. However, no violence against a 

child can be justified even if it is considered to be 

a form of discipline.2 Abuse includes any act that 

negatively affects a child’s physical or emotional 

health and development.3, 4 It can result in ‘physical, 

cognitive and emotional impairment’ which could 

have long-term effects.5 In broad terms, child abuse 

can be defined as the ‘maltreatment of children.’ 

Such abuse can be inflicted in many ways.6

TYPES OF ABUSE 

Various types of abuse have been described,6 

including physical, sexual and emotional abuse, 

and neglect and exploitation.

Physical abuse refers to non-accidental injuries 

(NAI) which are deliberately inflicted and result in 

physical injury or death.6 Physical abuse or use of 

excessive force can manifest as bruises, scars, 

fractures, burns or bite marks. 

Sexual abuse involves “sexually molesting or 

assaulting a child; allowing a child to be sexually 

abused or assaulted; encouraging, inducing or 

forcing a child to be used for the sexual gratification 

of another person; participating or assisting in the 

commercial sexual exploitation of a child”.7 

Emotional abuse is also known as psychological 

maltreatment, and includes failure to meet a child’s 

need for affection, attention or stimulation. Constant 

verbal abuse, rejection, threats of violence or attempts 

to frighten the child also constitute emotional 

abuse,8,9 as do social isolation and humiliation.5 

Neglect: This is the most common form of 

maltreatment and involves continuous failure to 

protect a child from exposure to any danger, cold, 

starvation or substance abuse.8 It can also include 

failure to carry out important aspects of child 

care which could impact on a child’s emotional, 

psychological or physical development.5,8,9 Poor 

supervision of a child could be an indication of 

neglect.10 Dental neglect is defined as the “wilful 

failure of parent or guardian to seek and follow 

through with treatment necessary to ensure a level 

of oral health essential for adequate function and 

freedom from pain and infection”.11

Exploitation: Child labour or exploitation in the 

workplace is also a form of abuse. This must be 

reported to a social worker. The Department of 

Labour will then investigate the case.8

FACTORS WHICH CONTRIBUTE TO ABUSE 

Stress, unemployment, poverty, overcrowded living 

conditions, lack of a support network and substance 

or alcohol abuse may increase the risk of children 

being exposed to intentional or non-accidental 

injuries as well as unintentional injuries.2,5,9,12,13 It 

has been reported that children exposed to drugs 

in utero often have developmental problems which 

make them difficult to manage, thereby increasing 

their chances of being abused.14 Sickly children 

who require constant attention and children with 

special needs who are more demanding, are also 

at increased risk of suffering abuse.15 

Children of single parents,16 especially when the 

mother is unmarried and is younger than 20 years 

of age, are at greater risk of abuse.17 Mathews 

et al. reported that nearly half of the murdered 

children in their South African survey were the 

offspring of single mothers.1 According to Janssen 

et al., there is a definite link between poverty and 

‘child corporal punishment’ and there is also an 

association between domestic violence and child 

abuse.2,9 Physical assault by parents or guardians 

was shown to occur most often in the 10 to 13-year 

age group, with boys constituting 70% of all cases.2 

The reason for this gender predilection is unclear 

but it is speculated that it could be due to social 

and cultural views that boys need to be punished 

more severely.2,18 Most cases of physical violence 

occur in the home.1,2,13 Growing up in the midst of 

a society where children are exposed to violence, 

as is the case in many areas in South Africa, 

inculcates violent behaviour towards others. Often, 

the perpetrator has him/her-self been a victim of 

violence or abuse.2, 13 

THE EXTENT OF THE PROBLEM 

Due to the secretive nature of abuse, the exact 

extent of the problem is difficult to determine as 

many cases are not reported. Nevertheless, reports 

gathered from across the country paint a very 

grim picture. Figure 1 depicts the crime statistics 

obtained from the South African Police Service for 

reported cases of “neglect and ill-treatment of 

children” between April 2012 and March 2013 at 

police stations across the country.19 A total of 2,758 

cases of neglect and ill-treatment of children were 

reported across South Africa during this time period. 

Spyrelis recorded a total of 1,461 cases of child 

abuse who presented at a safe house in Gauteng 

between January 2006 and June 2012.20 More 

than half of the cases involved children under the 

age of six. Thirty-six percent of these maltreatment 

cases were classified as “neglect” and 30% as 

“abandonment”.20 Physical abuse was evident in 

19% of the cases and consisted of injuries such as 

burns, bruises and scars. Twelve percent of the 

children had been sexually abused.20 A survey of 

child homicides in South Africa found that nearly half 

of the deaths were due to child abuse and neglect 

and almost three quarters occurred in children under 

the age of five years.1 The estimated rate of child 

homicides in South Africa for 2009 was double 

the global rate estimated by the World Health 

Organization.1 It was also found that homicides of 

boys were the most frequent.1 Data gathered from 

the trauma unit at Red Cross Children’s Hospital, 

Cape Town, between 2008 and 2010, showed that 

78.5% of all suspected cases of non-accidental 

injuries were due to physical assault.2 The injuries 

had been inflicted by assault with objects, by rape/

sexual assault and human bites.2 Some of the most 

common injuries, especially soft tissue trauma, 

occur on the exposed and easily accessible areas 

of the face, head and neck.2,5 Naidoo reported an 

incidence of 67% of cases.13 
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Oral health professionals are therefore in an 

excellent position to be able to detect abuse. They 

are also able to observe the relationship between 

parent and child and to monitor fluctuations in 

the child’s behaviour.5 Despite this, oral health 

professionals very rarely report cases of abuse.5 

The records-based study by Naidoo showed that 

none had been filed by oral health professionals.13 

Raising awareness of the warning signs of abuse and 

educating health care workers, especially dentists 

and oral hygienists, on how to diagnose and report 

cases of suspected abuse, would empower them 

to play a more active role in the prevention of child 

abuse and the protection of vulnerable children.

RECOGNISING ABUSE 

History and examination 

A thorough history should be taken whenever there 

is a suspected unintentional or accidental injury to 

determine whether the history and timing of the 

injury are consistent with the clinical findings.5,21,22 

Details of events surrounding the injury should be 

noted, especially the accounts given by parents or 

caregivers of how the injury occurred.9 A history 

of prior incidents or hospitalisation and reports of 

“clumsiness” on the child’s part could potentially be 

warning signs of abuse.9,23 Unexplained or inconsistent 

injuries or a delay by the parent to seek treatment 

should be recorded. Varying explanations from one 

visit to the next should also raise suspicion.23 

The child and the parent should be interviewed 

independently, in the presence of a witness.5 If both 

parents attend, they should be interviewed separately, 

especially if domestic violence is suspected.9 Care 

should be taken to avoid accusatory remarks and 

open-ended questions should be asked.5 

In all suspected child abuse cases, a thorough 

examination of peri-oral and intra-oral structures 

is necessary. In addition to monitoring signs of 

oral trauma, oral health problems such as caries 

should also be noted.21 As some presentations can 

often be mistaken for abuse,13 medical conditions 

should always be excluded e.g. a history of bleeding 

disorders should be substantiated by laboratory 

tests.9 The clinician should be mindful of the fact 

that disorders such as chronic eczema could be 

mistaken for bruising.9 

One should also determine whether the type of 

injury is unusual for a particular age group e.g. torn 

frenula in immobile children.10 Bruising over bony 

prominences such as the forehead, elbows and 

lower legs are normal in children who are mobile.24 

Accidental injuries such as falls usually occur in one 

plane i.e. the presenting surface of the body. Injuries 

that result from abuse can occur in more than one 

plane as is the case with penetrating injuries.5 Any 

inconsistencies in the history should sound alarm 

bells for suspected abuse.21, 25

Behavioural signs 

It is important to remember that children who are 

abused are often too scared to speak and do not 

know who to trust. People/professionals with whom 

the child comes into contact on a daily basis have 

an important role to play in recognising potential 

abuse cases, as they may be the first to be aware of 

any behavioural changes. Any warning signs which 

are noted should be meticulously documented.

Warning signs in a child that is abused may 

include the following: 

• Withdrawal 5,9,23 

• Lack of eye contact 

• Refusal to speak/communicate 

• Fear of being touched 

• Wariness of the parent/guardian 

• Misses school often

• Displays behaviour that parents cannot cope

with or control9 

• Inappropriate aggression and temper tantrums5,9

• Child displays extremes in behaviour5 

• Child is over-anxious23

• Child wears inappropriate clothing5 e.g. long

sleeves in hot weather to cover up bruises/injuries. 

Unusual behaviour patterns and bruising on the 

child’s face or body can be observed while the 

child is waiting to be consulted.5 Particular attention 

should be paid to the child’s outward appearance 

and interaction with others. 

A potential abuser may show the following signs: 

• An exaggerated, defensive response to

questioning10 i.e. hostile or aggressive attitude

• Delay in seeking medical or dental care for the 

child23 

• An inconsistent explanation of the injury or

injuries23 

• A history that changes with time23 

• A ‘vague’ account with few details of the reason 

for the injury

• Detachment i.e. plays down the incident and

comes across as being indifferent9

• Presence of a “live-in” boyfriend16

• Inflexible, controlling parental behaviour

• A domineering male partner who does not want 

the mother to be left alone with the examiner

and who answers questions on her behalf.9

Clinical signs 

Abuse can manifest in a variety of ways and some 

of the clinical signs are discussed below. 

Bruising 

This is the most common presentation of physical 

abuse.9 Bruising or injuries on the buttocks, 

extremities and ears are highly suggestive of 

abuse,13,26 as are injuries of soft tissue which do not 

cover bone.13 Naidoo reported that the cheek was 

the most frequently traumatised part of the face.13 

Bruises in the shape of a finger-tip especially in 

the neck region are usually indicative of a “gripping” 

action.10 Objects such as belts often leave distinctive 

marks on the skin.5 A handprint may present as parallel 

linear spaced marks.9 Multiple bruises of different 

colours are indicative of various stages of healing 

and could be as a result of protracted abuse.5, 21 

Bite marks 

Bite marks, whether healed or not, may be an 

indicator of abuse21 especially when they occur in 

areas where it is unlikely that the wound is self-

inflicted.5 Sometimes a bite mark is not clearly 

distinguishable but should be suspected in the 

presence of lacerations, contusions or bruises in an 

elliptical or oval pattern.21 Bites caused by humans 

usually do not tear flesh as is the case with   
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animal bite marks.21 If the “inter-canine” distance 

is more than 3 cm, it is more than likely that the 

bite was caused by an adult.27 Severe human bite 

marks should be managed appropriately as they 

could result in serious complications ranging from 

recurrent infections to the need for amputation 

of extremities.10 Administration of antibiotics and 

tetanus toxoid is recommended.10 

Peri-oral injuries 

Injuries, bruising or the leathery appearance of 

skin near the corners of the mouth may indicate 

‘gagging with a cloth or rope’.5, 21

Intra-oral injuries 

Oral injuries could be caused by forcing hands or 

fingers into the mouth, forced feeding using bottles 

or eating utensils and the use of caustic substances 

or scalding liquids.21 

Intra-oral injuries may occur on the tongue, lips, 

hard or soft palates, mucosa, frenum or gingiva.21 

Tears near the frenum of the upper lip often occur 

in children between the ages of 6 and 18 months 

who fall while learning to walk. However, in children 

younger than a year old who are not mobile or 

in children older than 2 years, a frenum tear is a 

strong indicator of non-accidental injury.5 This type 

of injury could result from force feeding where a 

spoon or bottle is shoved into the mouth. It may 

also be due to a blow to the mouth10 or could be 

caused by oral sexual assault.9 

Other less common oral injuries include: 

• Contusions21

• Lacerations21 

• Fractures of teeth5,21

• Discoloured teeth that test non-vital could be 

indicative of previous trauma28 

• Displaced or avulsed teeth.21 

Burns 

Burns can be electrical, thermal or chemical.9,21 

Many burns are accidental and therefore the age 

and development of the child should be taken into 

consideration when determining the cause.9 Cigarette 

burns are very distinctive in appearance5 and can 

present as a round or oval lesion 5 mm to 10 mm 

in diameter.29 However, other lesions such as those 

caused by varicella or impetigo could have a similar 

appearance and those options should be excluded.9 

A cigarette that has been stubbed out on the body 

can leave a scar or injury with an irregular outline.29 

Minor burn injuries may be managed with topical 

antibiotics but major burn injuries must be referred.10 

Fractures of the jaws/skull5, 10, 21 

Occlusal discrepancies and paraesthesia are usually 

indicative of mandibular fractures.30 A sublingual 

haematoma may also result from a mandibular 

fracture.30 Base of the skull fractures can present 

as cerebrospinal fluid leaking from the ear or nose.31 

Children with osteogenesis imperfecta are prone to 

fractures of the limbs and this should be excluded 

as a possible cause.9

“Battered child syndrome” 

The term “Battered Child Syndrome” was coined by 

Dr Kemp in 1962 and highlighted the fact that child 

abuse was not a rare occurrence, but something that 

happens often in everyday family situations. The term 

describes “a clinical condition in young children who 

have received serious physical abuse” and should 

be “considered in any child exhibiting evidence of 

fracture of any bone, subdural haematoma, failure 

to thrive, soft tissue swelling or skin bruising”.32 This 

syndrome has been seen in children of all ages but 

in most cases the child is younger than three years.32 

“Shaken baby/infant syndrome” 

In young children, intracranial trauma often occurs 

as a result of “shaken baby syndrome”9 which, along 

with the possibility of other side effects, can result 

in impaired brain development.33 Naidoo found 

that children younger than two years were most at 

risk for abuse.13 This type of non-accidental injury 

was first described by radiologist John Caffey in 

1974. He referred to it was “whiplash shaken infant 

syndrome”, but it was later renamed. Injuries occur 

as a result of the child being grabbed around the 

chest and violently shaken, causing brain movement 

within the skull.9 This is usually an attempt to silence 

him/her. “Shaken baby syndrome” is diagnosed by 

the presence of a triad of features, namely, retinal 

haemorrhage, subdural haematoma and rib fractures 

– the first two markers being the most important.34 

Sexual abuse (including oral sexual abuse) 

In South Africa, all forms of sexual abuse, including 

child rape, are very prevalent1 and sexual assault 

was found to more commonly occur in children 

below the age of four.2 

Sexually transmitted diseases include gonorrhoea, 

syphilis, chlamydia, human papilloma virus (HPV) 

and human immunodeficiency virus (HIV). Oral 

injuries or infections such as oral and peri-oral 

gonorrhoea or oro-genital warts may be indicative 

of sexual abuse.32 There is a paucity of studies 

differentiating between infections that exist prior 

to abuse and those that are caused by abuse.35 In 

adults, pre-existing infections can be due to prior 

sexual activity. However, in children, infections 

can be acquired vertically, horizontally or through 

previous sexual activity or abuse.35 

HPV can be transmitted through sexual and 

non-sexual contact. It can be transmitted to the 

oral cavity through direct oro-genital contact or 

through non-sexual contact where the virus is 

transmitted through contact with the lesion and 

then the mouth i.e. horizontal transmission.36,37,38 

Vertical transmission occurs between mother and 

child during birth.36,37,38 History taking is therefore 

very important. In cases where oro-genital contact 

is suspected, verification by means of laboratory 

investigations is recommended.22 Isolation of an 

organism in children may be the first indication 

that abuse has occurred.35 Unexplained injuries 

or petechiae at the junction of the hard and soft 

palate may also be indicative of sexual abuse.39 

Appendix 1 provides additional information for 

recognising abuse. 

APPENDIX 1: HINTS AND TIPS 

Questions to ask yourself

1. Is the child clean and is he/she wearing clean 
clothes? 

2. Is the child appropriately dressed for the weather 
conditions?

3. Does the child appear to be nutritionally healthy?

4. Is there evidence of neglect or poor supervision?

5. Does the parent or child display any unusual 
behaviour? 

6. Does the child display any obvious physical 
problems such as unexplained difficulties in 
standing upright, walking or climbing onto the 
dental chair?

7. If there are injuries present, are they consistent 
with the history given/age of the child? Could the 
injuries have been caused accidentally?

8. Is there any evidence of previous repeated trauma 
and hospitalisation?

9. Are there multiple skin lesions or bruises suggestive 
of abuse?

10. If there has been a delay in seeking treatment, 
is there a plausible reason?

Five key observations

1. The nature of the relationship between child and 
parent/caregiver

2. The child’s reaction and behaviour towards 
other people 

3. The child’s reaction to medical or dental examination 

4. The general demeanour of the child or parent/
caregiver

5. Any comments made by the child or parent/
caregiver that may raise concern over the child’s 
upbringing or lifestyle.

Important points to remember

1. Do not ignore any child who makes a statement 
about abuse

2. Do not promise a child who confides in you that 
you won’t tell anyone what he/she has said

3. Do not ask the child’s parent if the allegations 
are true

4. Do not attempt to examine areas of the child’s 
body that are normally clothed

5. Do not try to investigate the complaint yourself

6. Do not wait a few weeks for the situation to improve

7. Your suspicions should be discussed with nobody 
but your staff

8. Do not let anyone else make your decision about 
whether or not to file a report.
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DOCUMENTATION AND RECORD KEEPING 

Any inconsistent history of an injury should be 

documented in the patient’s records along with 

photographs and radiographs of the injuries.5,9 The 

date and time should be recorded on all images i.e. 

photographs and radiographs.9 When photographing 

injuries or bite marks for record keeping purposes, a 

scale ruler should be placed next to the wound. The 

camera lens should be held directly over the bite and 

perpendicular to the plane of the bite mark so as to avoid 

distortion and to give a more accurate representation 

of the actual size of the injury.5,21 It is important that 

consent be obtained before photographs are taken. 

The child has a right to refuse that photographs be 

taken and this should be respected. However, such 

a refusal should be recorded in the folder.9 

The location, appearance, stage of healing and 

severity of the injury should be recorded in detail.5,6,9 

Each entry should be dated and signed. Diagrams for 

recording purposes are also useful.9 It is important 

that handwriting on written documents is legible and 

that no abbreviations are used. Wherever possible, 

the child/parent’s own words should be recorded.9 

Appropriate referrals should be made for the 

management of any lesions or injuries that are 

beyond the scope of the oral health professional.10 

If child abuse is suspected, referrals should be 

made prior to discussing the issue of abuse with 

the parents. Doing so later might jeopardise the 

care that the child receives, as parents might feel 

threatened.10 Doctors and oral health professionals 

are required to detect cases of abuse, to document 

and keep good records, to refer for appropriate 

treatment and to notify the relevant authorities.40

THE RIGHTS OF THE CHILD8 

The Hague Convention is an international law that 

guides the law of South Africa where child protection 

is concerned. Child protection services are provided 

by three different groups: 

1. The National Department of Social Development 

2. Social Development in the Provinces 

3. Non-government Organisations such as Child 

Welfare or private social workers. 

In cases where the safety of children is a concern, 

the social worker plays a very important role as he/

she has to make sure that the child is not living in 

a dangerous environment. 

When investigating the possibility of abuse, it 

is important to note that the child has the right to: 

• Be addressed in a language that he/she can 

understand

• Be accompanied by a support person of their 

choice (unless he/she is of sufficient maturity and 

wishes not to be accompanied by such a person)

• Privacy and confidentiality

• Be assessed in a child-friendly environment

• Not be given the impression that they are being 

scrutinised.

When addressing a child who is suspected of being 

abused it is important to consider the following:

• The child should be put at ease – he/she should 

feel comfortable with you

• The child should not be addressed or treated in the 

presence of a possible abuser as their presence 

could hamper communication with the child10

• It is preferable that another health care worker 

be present when the child is being interviewed

• Questions should be phrased in a non-judgmental 

way

• Open-ended questions rather than ones with a 

yes or no response should be used. 

Follow-up dental visits may not be possible due to 

delays in the investigative proceedings or failure on 

the parent’s part to comply.2, 10 Therefore, if possible, 

all dental treatment should be completed at the 

initial visit and pain or any need for emergency 

treatment must be dealt with immediately.10

REPORTING CASES OF SUSPECTED ABUSE/NEGLECT 

All professionals (including oral health professionals) 

or indeed anyone who comes into contact with 

children, have a moral and legal responsibility to 

report cases of suspected child abuse/neglect. 

There are numerous laws in the South African 

Constitution that address the issue of reporting 

cases of suspected abuse, namely: 

• Prevention of Family Violence Act41 (Appendix 2) 

• Domestic Violence Act42 (Appendix 2) 

• The Children’s Act7 (Act No. 38 of 2005, as 

amended by Act No. 41 of 2007). This is a 

comprehensive law which deals with all matters 

which affect children. It has replaced the Child 

Care Act of 1983 and Section 4 of the Prevention 

of Family Violence Act No. 133 of 1993.41 

Section 110 of the amended Children’s Act states that: 

“Any correctional official, oral health professional, 

homeopath, immigration official, labour inspector, 

legal practitioner, medical practitioner, midwife, 

minister of religion, nurse, occupational therapist, 

physiotherapist, psychologist, religious leader, 

social service professional, social worker, speech 

therapist, teacher, traditional health practitioner, 

traditional leader or member of staff or volunteer 

worker at a partial care facility, drop-in centre or 

child youth and care centre who on reasonable 

grounds concludes that a child has been abused in 

a manner causing physical injury, sexually abused or 

deliberately neglected, must report that conclusion in 

the prescribed form (Form 22) to a designated child 

protection organisation, the provincial department 

of social development or a police official”. 

The Children’s Act also states that: “… failure to 

report a reasonable conclusion that a child has been 

abused or deliberately neglected would make the 

health professional liable to be found guilty of an 

offence and liable to conviction….” It is important to 

note that there must be more than a suspicion of abuse 

and the conclusion must be reached on reasonable 

grounds. However, proof of abuse is not required. 

The literature has shown that oral health 

professionals do not often report cases of abuse5 

and there are many reasons for this including:

• Fear of getting involved5,13 

• Fear of confrontation with an angry parent5,13 

• Fear of legal involvement13,43 

• Fear of losing patients and subsequent income5,13 

• Fear of offending patients43

• Embarrassment about broaching the subject43 

• Fear of fracturing the family13 

• Suspicions are often difficult to confirm10 

• The presence of children or partner43 

• Inadequate training on how to manage child 

abuse cases13,43 

• Not knowing how to intervene appropriately.43 

APPENDIX 2: LEGISLATION

Any person who examines, treats, attends to, advises, instructs or cares for any child in circumstances which 
ought to give rise to the reasonable suspicion that such child has been ill-treated, or suffers from any injury the 
probable cause of which was deliberate, shall immediately report such circumstances: 

a) to a police official; or

b) to a commissioner of child welfare or a social worker referred to in section 1 of the Child Care Act, 1983 
(Act No. 74 of 1983).

Domestic Violence Act 116 of 1998

Notwithstanding the provisions of any other law, the application may be brought on behalf of the complainant by any 
other person, including a counsellor, health service provider, a member of the South African Police Service, social 
worker or teacher, who has a material interest in the wellbeing of the complainant: Provided that the application 
must be brought with the written consent of the complainant, except in circumstances where the complainant is: 

a) A minor

b) Mentally retarded

c) Unconscious 

d) A person whom the court is satisfied is unable to provide the required consent.
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When reporting a case, Form 2244 must be 

completed and one of the following people should 

be contacted: 

• The appropriate child protection organisation

e.g. Child Welfare

• The Provincial Department of Social Development

• Police official 

• Social worker 

Usually, a police official is contacted first. He/she 

must then make sure that the child is safe before 

contacting the Department of Social Development 

or Child Welfare within a 24 hour period. It is not the 

responsibility of the person who reports the case 

to identify the perpetrator – this is for the police 

or social services to follow up on.8 

The following information is required when a 

report is filed:45 

• The name, address and telephone number of

the child 

• The name, address and telephone number of

the parent or guardian 

• Reasons for concern 

• Documentation of indications/suspicions of abuse

• Documentation of relevant statements made by

the child. 

In all instances as much information as possible 

should be provided. 

The person reporting the incident should also 

submit the following data: 

• Full name

• Contact details 

• Profession

• Relationship to the child 

• Circumstances surrounding the case 

• Whether or not information was imparted by a

third party 

• The identity of witnesses where applicable.

After the report has been filed, the social worker 

must ensure the safety of the child and confirm that 

the information in the report is truthful.8 Children 

are not always removed from the family, but will 

certainly be if the child’s life is in danger. The 

National Child Protection register keeps a record 

of all cases of child abuse or neglect. Children 

whose names appear in the register are then 

followed up on a regular basis to ensure that they 

are safe and that the abuse does not continue. 

The information contained in this register is strictly 

confidential. Parental rights are not affected by 

the Child Protection register. The parent’s legal 

responsibilities towards the child are only affected 

if legal action has to be taken e.g. when the child 

has to be removed from the home or when the 

court feels that assistance should be provided to 

the child and/or family.8 

Appendix 3 provides a list of useful contact 

numbers.

ASSESSMENT/EVALUATION OF SUSPECTED 

ABUSE CASES8 

The evaluation of child abuse cases should be 

multidisciplinary and should be geared towards 

the child as well as the family.21 By including law 

enforcement, child protective services, medical 

professions, counselling and other related fields in this 

multidisciplinary team, the quality of the investigations 

can be improved. Better communication between 

these stakeholders and sharing of information would 

speed up the investigative process and minimise 

further trauma to the child.46 

Only after questioning the child or investigating the 

situation through medical assessments/radiographs 

or physical assessment can a conclusion be reached 

regarding the possibility of abuse.8,9 The child must 

consent to these investigations either verbally or 

in writing. However, if it is in the best interest of 

the child or the child is too young to give informed 

consent, assessment may proceed without consent 

but cogent reasons for proceeding should be noted 

in writing.8 According to the Children’s Act,8 this 

should be explained to the parents/caregivers. If 

parents refuse to allow the child to undergo the 

assessment, it might be necessary to override this 

decision by applying to the court or referring the 

matter to the police or the Department of Social 

Development. 

CONCLUDING REMARKS 

There is a need for an increased awareness among 

dental personnel about child abuse and neglect 

and their legal and ethical responsibilities to report 

cases of suspected or known abuse should be 

emphasised.10 The primary goal is to “detect child 

abuse and prevent further injury”. Oral health 

professionals will not be held liable if reports of 

suspected abuse are fair and based on reasonable 

grounds, but if they fail to report a suspected case 

of abuse they can be held legally responsible by the 

victim.5 According to the Children’s Act, reporting 

cases of suspected abuse is considered mandatory 

and “failure to report is a breach of the law”. Raising 

awareness about the signs and symptoms of abuse 

will probably result in an increase in the number 

of reported cases.
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APPENDIX 3: USEFUL CONTACT NUMBERS

Childline: 080 005 5555 

Child Welfare South Africa:  
Bellville 021 945 3111/Athlone 021 638 3127 

Crime Stop: 086 001 0111 

Department of Labour (Pretoria Head Office):  
012 309 4000 

South African Human Rights Commission:  
021 426 2277 

South African Police Service emergency number:  
10111 

Street Law (National Office): 031 260 1291 

Provincial Departments of Social Development

Eastern Cape: 041 406 5700 

Free State: 051 409 0590 

Gauteng: 011 355 7843/7823 

KwaZulu-Natal: 033 341 9600 

Limpopo: 015 293 6331 

Mpumalanga: 013 766 3156/3120 

Northern Cape: 053 874 9100 

North West: 018 387 3434 

Western Cape: 021 483 4153/ 3858
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SCENARIO

Following a scale and polish treatment the 14 year 

old patient presented a few weeks later, together 

with her mother, complaining about an ulcer on 

her palate. Her mother assumed the lesion was 

related to the earlier treatment. On examination, 

the ulcer on the palate appeared to be a syphilitic 

chancre. I informed the patient that I did not think 

that the lesion was related to the recent scale and 

polish but rather looked very much like a sexually 

transmitted lesion. I then carefully asked if she 

had recently had oral sex and she said “Yes, with 

my boyfriend, but please do not tell my mother!”

COMMENTARY

Confidentiality is central to the relationship of trust 

between the oral hygienist and the patient. This 

includes the entire dental team, who have to keep 

confidential all information about the patient obtained 

during their care. This means that the information 

provided by the patient is used only for the purposes for 

which it is given. Confidentiality is a way of respecting 

the patient’s autonomy. Oral hygienists explicitly or 

implicitly promise their patients that they will keep 

confidential the information confided to them. In the 

absence of such promises of confidentiality, patients 

are unlikely to divulge highly private and sensitive 

information that is needed for their optimal care. The 

patient must also be protected from the distress, 

and potential stigmatisation and discrimination that 

may be caused if their privacy is in some respects 

betrayed.1 Centuries ago, Hippocrates, the thinker, 

philosopher, doctor and great advocate for ethics 

in medicine said: “In my attendance of the sick, or 

even apart therefrom, whatsoever things I see or 

hear, concerning the life of men, which ought not 

to be noised abroad, I will keep silence, thereon, 

counting such things to be as holy secrets”. The oath 

adopted by the World Medical Association, avows 

that: “I will respect the secrets which are confided in 

me, even after the patient has died.” Rule 16 of the 

Health Professions Council of South Africa2 (HPCSA) 

respects the patients’ right of privacy even after 

death since confidential medical information about 

a patient may be divulged only with the consent of 

the next of kin or executor of this estate.

Patients often disclose many things to health 

professionals during the course of their management 

and the difficulty arises when one needs to decide 

what information is in fact confidential and what is 

not? In general, it may be helpful to consider that any 

information given in the context of a professional 

relationship with a patient is bound by the ethical 

duty of confidentiality – even if other people could 

obtain this same information about the patient by 

other means.1 However, one needs to be cognisant 

of the legal duty of confidence and what constitutes 

a breach of that duty.

Information must have an inherent “quality” of 

confidentiality therefore information imparted by 

the patient in relation to their own treatment must be 

regard as confidential. Information must be disclosed 

in circumstance implying an obligation of confidence 

– so if a patient gives information to us, within a dental 

surgery setting, and certainly in the treatment area, 

then circumstance would almost always imply that 

obligation of confidence. The unauthorised disclosure 

of information may cause harm and this is invariably 

psychological rather than physical harm... and that 

may be sufficient to establish a breach of the duty of 

confidentiality.1 The above statements are expressed 

in “absolutist or near absolutist” terms, However, 

most arguments support prima facie as opposed 

to absolute rules of confidentiality. In other words, 

confidentiality is maintained almost always except in 

circumstances that require a breach of confidentiality 

in favour of a higher good.3

JUSTIFIED DISCLOSURE WITH PATIENT PERMISSION

According to the National Health Act No. 61 of 2003, 

all information concerning a patient, including 

information relating to his or her health status, 

treatment or stay, should remain confidential. 

With regard to any patient information, patient 

autonomy is paramount. Information about the 

patient “belongs” to the patient, not to the oral 

hygienist. Therefore IF the patient agrees to the 

disclosure of their clinical information to a third 

party, then this would be permissible. In many 

cases, the third party is a professional colleague, 

but can include any person authorised by the 

patient, or in the case of children and adults 

without the capacity to consent, by a parent or 

other responsible adult. 

However, the National Health Act No. 61 of 2003, 

Chapter 2, Section 14 clarifies the only exceptions 

to maintaining confidentiality as follows:

• The patient consents to the disclosure in writing

• A court order or any law requires the disclosure

• Non-disclosure of the information represents a 

serious threat to public health.

CONFIDENTIALITY
MINOR’S REQUEST FOR

S Naidoo, SADJ July 2014, Vol. 69, No. 6, p. 279–280
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JUSTIFIED DISCLOSURE WITHOUT PATIENT 

PERMISSION

It may be justified, in exceptional circumstances, 

to make confidential information known without 

consent, but these circumstances are extremely 

rare especially in dentistry. In the context of the 

oral hygienist–patient relationship, confidentiality 

is always maintained except:

• In situations where the life of a third party is at 

risk

• When the patient consents to the breach in 

confidentiality

• When one is ordered to divulge information in 

a court of law

• When one is compelled to breach confidentiality 

by an Act of Parliament as occurs in cases of 

child abuse

• When a doctor is defendant or an accused, 

confidentiality may be breached only when 

pertaining to information that is material to the 

case against him/her

• When there is a moral or legal obligation on the 

doctor to make a disclosure to a person who has 

a reciprocal moral or legal obligation to receive 

that information.

In the above-mentioned scenario, while the 

diagnosis may be presumptive, the oral hygienist 

is placed in a difficult position by the patient’s 

request for non-disclosure: to choose between 

respecting her autonomy (maintaining confidentiality 

of the patient’s diagnosis) and non-maleficence 

(protecting the patient from harm by disclosure 

to the parent). Children aged 12 years and older 

are legally competent to consent to medical 

treatment without the assistance of their parents or 

guardians. They are also legally competent to refuse 

treatment. Provided that the child is sufficiently 

mature to understand the nature and effect of 

the refusal of treatment, and the implications, 

risk and consequences of their refusal have been 

explained, understood and accepted, the refusal 

should be accepted.

The oral hygienist may consider the following 

options:

• Maintain confidentiality and discharge her

• Maintain confidentiality and refer her to her 

general practitioner for a definitive diagnosis, 

advice and treatment

• Encourage her to inform her mother, and if she 

agrees, inform the patient’s mother that in your 

opinion, the lesion on her palate is not related 

to the scale and polish and that the diagnosis 

and treatment of the ulcer is outside your scope 

and that she requires a referral to the family 

general practitioner for definitive diagnosis and 

appropriate care

• If she does not agree to let you inform her 

mother, and refuses to be referred to her 

general practitioner, maintain confidentiality, 

but consider a referral to a community clinic 

or one that specialises in sexually transmitted 

infections (STIs). If the patient consents to this 

you can inform the mother that the ulcer is 

unrelated to the scale and polish and discharge 

the patient.

SUMMARY

The need to maintain confidentiality of any information 

given to us in our professional capacity is paramount. 

Patient autonomy and their absolute right to 

confidentiality must be ensured in almost all but 

the most exceptional circumstances. Patients 

have the ethical and legal right to expect a health 

professional to keep confidential the information 

provided during the course of their care. Disclosure 

of patient information is only permitted with the 

patient’s consent or if there is an overwhelming 

public interest in disclosure as prescribed by the 

law. Oral hygienists must be cognisant of what the 

law requires and how they are expected to respond. 

When the law does not address an issue, the oral 

hygienist would need to weigh the circumstances 

and consequences and do what he/she thinks is 

ethically appropriate and acceptable.
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INTRODUCTION

The common cold is well named, as it is the most 

frequent acute illness in the industrialised world. A 

cold is generally a benign, self-limiting viral illness 

that exhibits a number of symptoms, including a 

runny nose, congestion, sneezing, a sore throat, a 

cough, a headache and malaise. These symptoms, 

while usually not serious, affect day to-day-life, 

and prompt patients to purchase over-the-counter 

medication. Influenza or ‘flu’ is a more serious illness. 

Flu symptoms include those of a cold with the addition 

of fever, muscle aches, pains and fatigue.

CAUSES OF COLDS AND FLU

More than 200 viruses may cause the common 

cold. The rhinovirus (of which there are over 100 

serotypes) is the most common, causing up to 

50% of all colds. Peak incidence is in autumn, and 

in late spring. Coronaviruses cause 10–15% of 

common colds and the respiratory syncytial virus 

(RSV) causes 5% of colds. These typically produce 

epidemics in winter and spring. Flu is caused by 

the influenza viruses. Each year influenza viruses 

undergo mutations of their surface antigens, allowing 

for new influenza outbreaks.

IDENTIFYING SYMPTOMS

A cold is characterised by a sore throat, malaise and 

low-grade fever (pyrexia) at the onset. These symptoms 

usually resolve within a few days, and are followed 

by nasal congestion, a runny nose (rhinorrhoea) 

and a cough within 24–48 hours of the onset of 

the first symptoms. Patients suffering from flu may 

have cold-like symptoms, but may also experience 

a headache, muscle aches, fatigue and weakness. 

Fever may last from 2–5 days, and normally resolves 

within 48 hours. On average, the symptoms of a 

cold will last for 7–10 days. Patients suffering from 

flu may experience symptoms, especially weakness 

and fatigue, for more than two weeks.

TREATMENT

Most preschool children will experience a cold 5–7 

times a year, with the incidence decreasing to 2–3 

times a year in adults. This frequency means that 

symptoms must be dealt with to prevent loss of 

school and work time.

Unfortunately, there is no ‘quick fix’ for a cold or 

the flu, so treatment is symptomatic. When a patient 

requests a ‘cure’ for their cold, their symptoms 

should be reviewed in order to choose a product 

suited to their particular experience. In addition, 

age, general health and concurrent medication 

must be considered when selecting a product.

Table 1 looks at the classes of medications and 

their uses.

DECONGESTANTS

Topical and oral agents, such as pseudoephedrine 

and phenylephrine, may be used to relieve nasal 

congestion associated with the common cold. 

Oral decongestants should be used with caution 

in patients with high blood pressure, diabetes or 

thyroid problems. Topical nasal decongestants are 

useful in controlling nasal congestion, but use must 

be limited to a maximum of 5 days, as rebound 

congestion may occur after 72 hours of use.

ANTIHISTAMINES

First-generation antihistamines are used in cold 

preparations for their mucus-drying effects. A runny 

nose and sneezing are common, irritating symptoms 

COMBINATION COLD AND 
FLU PREPARATIONS: 
GETTING READY FOR WINTER

F Farrer, BPharm, Amayeza Info Centre

TABLE 1: Classes of medications and their uses

Class Symptoms Therapeutic agents

Decongestant Nasal Nasal congestion Ephedrine

Phenylephrine

Phenylpropanolamine

Pseudoephedrine

Antihistamine Runny nose

Sneezing

Watery eyes

Chlorpheniramine

Diphenhydramine

Mepyramine

Pheniramine

Phenyltoloxamine

Triprolidine

Antitussive/analgesic Cough Codeine

Analgesic/antipyretic Headache

Muscle aches and pains

Fever

Aspirin

Ibuprofen

Paracetamol

Stimulant Fatigue Caffeine
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of a cold. Antihistamines may relieve these symptoms, 

but side-effects such as sedation and drying of the 

eyes, nose and mouth, may limit their use. Many 

patients experience sedation when using these 

agents, and should be warned to exercise caution 

when driving or operating machinery. Concomitant 

use of other medicines that cause drowsiness or 

alcohol may exacerbate sedation.

ANTITUSSIVES

A cough associated with a cold, may be caused 

by nasal congestion or postnasal drip. Antitussive 

therapy is not usually required in the initial stages 

of illness, but codeine may be included in some 

preparations as it may also assist in alleviating 

aches and pains.

ANALGESICS AND ANTIPYRETICS

The most common painkillers used in cold preparations 

are aspirin, ibuprofen and paracetamol. Inflammation 

in the nasal passages may be caused by congestion, 

and anti-inflammatories such as ibuprofen are useful. 

Headaches, muscle aches and pains may be relieved 

by paracetamol, aspirin or ibuprofen. Caution: Aspirin 

has been linked to Reye’s syndrome when used in 

children under the age of 16 years.

STIMULANTS

Caffeine may be added to cold preparations to 

counteract the sedative effects produced by other 

ingredients, such as antihistamines. Caffeine side-

effects include sleeplessness, anxiety and irritability.

CHOICE OF MEDICATION

Medications used for cold and flu symptoms are 

intended to decrease symptoms, enabling the 

patient to continue as usual, while the body’s 

immune system is activated to defeat the virus. 

A number of products are available to treat the 

symptoms of colds and flu, and this allows for 

choices, depending on the symptoms experienced 

by an individual.

Products are available in various combinations:

• Decongestants and antihistamines: These are 

used for a stuffy head and a runny nose.

• Decongestants and analgesics: These can be 

taken for a blocked nose or a stuffy head with 

pain.

• Antihistamines and analgesics: These are used 

for a runny nose, or sneezing with pain.

• Decongestants, antihistamines and analgesics: 

These can be taken for a stuffy head with a runny 

nose and pain.

When a combination product is selected, any 

other medication that is being taken or illness 

that is present, must be considered. For example, 

patients with blood pressure problems, who are 

taking antihypertensive medication, should be 

aware that decongestants may have an effect on 

blood pressure.

When choosing between two products, it is 

important to remember that if the active ingredient 

is different in the products, then the amount of 

each active ingredient will differ between the 

products. For example, a product containing 5 mg 

of phenylephrine should not be considered to be 

less effective than a product containing 30 mg of 

pseudoephedrine.

Similarly, the actual dose of active ingredient 

must be noted. Product A may contain 2 mg of 

antihistamine and 250 mg of analgesic, while 

Product B may contain 4 mg of the same antihistamine 

and 500 mg of the same analgesic. The dose for 

Product A is 2 tablets, whereas that of Product B is 

one tablet, making them of equal strength.

CONCLUSION

Colds and flu cannot be cured with over-the-counter 

medication, but these illnesses’ symptoms may be 

alleviated. Combination preparations are available 

for convenient and effective dosing. Careful product 

selection can decrease the impact of the illness 

on a patient. ●
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OATH TAKING
CEREMONY

A proud moment for all the graduates of the University of the Western Cape at their 

Oath Taking ceremony, held on Monday 24 November 2014. Gail Smith from the 

OHASA Western Cape branch was there to share this special moment with them.
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ADVERTORIALHygienists and Therapists will simply love this! 

A NEW ERA FOR TEETH WHITENING…

It's Affordable, No side effects and Huge Income for Hygienists and Therapists!

The best teeth whitening from America is now available for Hygienists and Therapists at a price determined 

by them.  But even greater news is that the pain and sensitivity that many South Africans experienced after a 

teeth whitening session, now belongs to the past as a result of new technology available.  According to a 

representative from TeethSA , Madeleen van den Berg, the solution lies in the new brush applicator method in 

comparison to the old mouth guard or tray method. "The exact application of the gel on the teeth,  using a 

small brush applicator, means that no gums or other parts of the mouth are exposed to the gel and the post  

“ouch” is so prevented " Me van den Berg said . 

The technology by DaVinci was developed in the USA and is now available in South Africa and is safe, natural 

and affordable with immediate results. Locally, many clients already had excellent results of between 5 and 14 

shades whiter teeth without sensitivity effects.

The other good news from consumers' point of view is that the new method of teeth whitening is far less 

expensive than many of the current products in the market that cost thousands of Rand per treatment. The 

Davinci recommended price per treatment is R1150 (asking price to be decided by the Hygienist or Therapist) 

and consists of three consecutive 20 - minute sessions in front of a laser light, with immediate results.

The system is FDA approved with the patented Whitening Light already used by thousands of Dentists and 

Hygienists. If you want whiter teeth, DaVinci is the natural choice. DaVinci offers a fast, safe, and convenient 

way to brighten your teeth instantly. 

The Product 

DaVinci's method is a light accelerated power teeth whitening system that uses a combination of LED blue light and our natural whitening 
gel to safely remove years of staining from your teeth. DaVinci's teeth whitening system is a convenient, safe, and painless cosmetic 
process that is recognised and used world-wide.

DaVinci is a USA-based company that has been trusted by dentists, professionals, and consumers for the effectiveness and quality of our 
products since 1999. Unlike other companies, we develop and manufacture our own product using only the finest ingredients. The product 
is distributed in SA by TeethSA  

Summary 

· New easy application – no more messy gum guards and difficult process

· The most Affordable teeth whitening with amazing results

· Fast and effective with immediate results and almost NO after affects (gums and teeth)

· 3x20 Minute treatments (consecutively)

· Provided by DaVinci Teeth Whitening the Home of the Natural, Plant and Mineral based Laser Whitening Gels 

"The simplest Teeth whitening I've ever seen...Affordable for Everyone... They will all queue for it!!"
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ETHICAL

A review of child abuse and the role of the dental team in South Africa

1. Abuse includes any act that negatively affects a child’s physical or emotional 

health and development and can be defined as the maltreatment of children.

a. True

b. False

2. The different types of abuse include physical, sexual and emotional abuse 

as well as neglect and exploitation.

a. True

b. False

3. Emotional abuse includes the following:

a. Constant verbal abuse

b. Rejection

c. Social isolation

d. All of the above

e. None of the above

4. Dental neglect is the wilful failure of the parent/guardian to seek and follow 

through with treatment necessary to ensure a level of oral health essential 

for adequate function and freedom from pain and infection.

a. True

b. False

5. Sickly children, children with special needs and children exposed to drugs 

in utero are at increased risk for suffering abuse.

a. True

b. False

6. A survey of child homicides in South Africa found that nearly three quarters 

of the deaths were due to child abuse and neglect and almost half occurred 

in children under the age of five years.

a. True

b. False

7. During April 2012–March 2013 the most reported cases of neglect and 

ill-treatment of children were in Gauteng and Western Cape.

a. True

b. False

8. Warning signs in a child that is abused may include the following:

a. Refusal to speak/communicate

b. Misses school often

c. Inappropriate aggression and temper tantrums

d. a and b

e. a, b and c

9. A potential child abuser may show the following signs:

a. Delay in seeking medical or dental care for the child

b. A ‘vague’ account with few details of the reason for the injury

c. Inflexible, controlling parent

d. All of the above

e. None of the above

10. Bruising or injuries on the buttocks, extremities and ears are highly suggestive 

of abuse, as are injuries of soft tissue which do not cover bone.

a. True

b. False

11. In children older than a year old who are not mobile or in children younger 

than two years, a frenum tear is a strong indicator of non-accidental injury.

a. True

b. False

12. In “shaken baby/infant syndrome” injuries occur as a result of the child being 

grabbed around the chest and violently shaken, causing brain movement 

within the skull.

a. True

b. False

13. Documentation and record keeping of abuse are very important. The 

following should be recorded:

a. Location appearance, stage of healing and severity of the injury

b. Photographs and radiographs with date and time

c. Inconsistent history of an injury

d. a

e. a, b and c

14. According to the Children’s Act failure to report a reasonable conclusion that 

a child has been abused or deliberately neglected would make the health 

professional liable to be found guilty of an offense and liable to conviction.

a. True

b. False

Instructions for completing the CPD questionaire will be 
e-mailed to each OHASA member. If you do not receive your 
e-mail, please contact the editor.
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Minor’s request for confidentiality

24. Confidentiality is central to the relationship of trust between the oral 

hygienist and the patient which means that the information provided by 

the patient is used only for the purposes for which it is given.

a. True

b. False

25. A patient must be protected from the distress and potential stigmatisation 

and discrimination that may be caused if their privacy is in some respects 

betrayed.

a. True

b. False

26. Rule 18 of the Health Professions Council of South Africa respects the 

patients’ right of privacy even after death since confidential medical 

information about a patient may be divulged only with the consent of the 

executor of his estate.

a. True

b. False

27. Confidentiality is maintained almost always except in circumstances that 

require a breach of confidentiality in favour of a higher good.

a. True

b. False

28. The only exceptions to maintaining confidentiality according to the National 

Health Act No. 61 of 2003, Chapter 2, Section 14 are:

a. The patient consents to the disclosure in writing

b. A court order or any law requires the disclosure

c. Non-disclosure of the information represents a serious threat to the 

public

d. b and c

e. a, b and c

29. In the hygienist-patient relationship confidentiality is always maintained 

except:

a. When a doctor is a defendant or an accused, confidentiality may be 

breached only when pertaining to information that is material to the 

case against him/her

b. When there is a moral or legal obligation on the doctor to make a 

disclosure to a person who has a reciprocal moral or legal obligation 

to receive that information

c. When one is compelled to breach confidentiality by an Act of Parliament 

as occurs in cases of child abuse

d. a and b

e. a, b and c

30. Children aged 15 years and older are legally competent to consent to 

medical treatment without the assistance of their parents or guardians.

a. True

b. False
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One recommendation.
A lifetime of oral health.

Recommending Oral-B® Power toothbrushes can help your patients reach their long-term oral health goals. 
That’s because the unique small round brush head design and the oscillating-rotating cleaning action  

ensure a superior clean in hard-to-reach areas, versus a regular manual brush.

Together with your brushing instructions, we can make the difference.

PAGE 24 OHASA JOURNAL



P1
19

17
.0

1

One recommendation.
A lifetime of oral health.

Recommending Oral-B® Power toothbrushes can help your patients reach their long-term oral health goals. 
That’s because the unique small round brush head design and the oscillating-rotating cleaning action  

ensure a superior clean in hard-to-reach areas, versus a regular manual brush.

Together with your brushing instructions, we can make the difference.



Adds zero alcohol to the LISTERINE® range

®

AZLIS157 LISTERINE OHASA Advert ®.indd   1 2014/11/17   2:48 PM




